stenosis in these patients,' but we found this not to be the case. Our findings accord with those of Dustan et al, who found that most patients with angiographic evidence of renal artery disease did not have hypertension.3 It could be argued that angiographic evidence of renal artery disease does not necessarily indicate a functionally important stenosis, hence the poor relation between angiographic findings and hypertension in our study. Nevertheless, evidence of renal artery stenosis probably indicates those patients at high risk of renal complications during treatment with angiotensin converting enzyme inhibitors. We believe that in patients with evidence ofperipheral vascular disease angiotensin converting enzyme inhibitors should be used with caution. Consideration should be given to the possibility of underlying renal artery stenosis.
The gap between phase IV and V diastolic pressure was wider in pregnant women than in control women, but the difference between the groups was small. The median gap in the pregnant group was 2 -7 (interquartile range 0 7 to 4-7 mmHg compared with 0 7 (0 0 to 3 -3) mm Hg in the control group. Muffling was detected in 150 pregnant women and 118 controls (table) .
As expected mean (SD) blood pressure was lower in pregnant women (systolic 106 (13-9), phase IV 68 (11-7), phase V 65 (12-4) mmHg) than in controls (112 (13 6), 73 (10-8), 71 (11 4) mm Hg; all p<0-0001), and mean pulse rate was higher in pregnant women than in controls (92 (15 1) v 77 (12 8) beats/min; p<0-0001). Surprisingly, the mean arm circumference in the pregnant group was significantly higher than that in the control group (p<0-0001). When pregnant and control women with a phase IV-V gap >0 mm Hg and those with no gap were compared those with a gap >0 mm Hg had lower blood pressure, higher pulse rate, and greater arm circumference, though the differences were not significant. The Comment Though previous studies have described the distribution of diastolic pressure in phase IV and V in pregnancy,4 this is the first study designed specifically to compare the interphase gap in women who were and were not pregnant. The data suggest that the gap between fourth and fifth phase diastolic pressure in pregnancy is somewhat wider on average than in the non-pregnant state, though the gap's size has been overestimated in previous reports. The principle justification for measuring phase IV diastolic pressure in obstetric practice is the belief that in many pregnant women phase IV is audible to zero and phase V is not detected. Our study does not support this view.
Assuming that this finding is replicated, we suggest that adopting phase V diastolic pressure in obstetric practice merits consideration.
